Background: Mental health is now attracting increased public health attention from health professionals, policy makers and the general population. However, stigma and discrimination usually have enormous negative impact on the patients and their families. This study reports on stigma and discrimination faced by mental health patients and their caregivers in a suburban area of Ghana and the coping strategies used. Method: This is a cross-sectional exploratory study which used both quantitative and qualitative approaches. Two hundred and seventy seven mental health patients were purposively interviewed. Focus group discussions were held with caregivers and in-depth interviews were held with mental health professionals. The quantitative data were analyzed using SPSS and Microsoft Excel ® whilst the qualitative data were coded and manually analyzed thematically. Results: Mental disorder cuts across all age, sex, education, ethnicity, employment, and marital status. More females were stigmatized than males at the work/employment and educational levels. Various forms of stigma were observed at the economic, psychological and social levels, whilst for discrimination it was only observed at the economic and social levels. Caregivers were also stigmatized and discriminated. The coping strategies adopted by the mental patients and their caregivers were also economic, psychological and social in nature. Conclusion: Mental health patients and their families suffer from stigma and discrimination from the individual, family, work, employment, education to the health level. Thus, community level policy on mental health care needs to be developed and implemented. Furthermore mental health education needs to be intensified at the community level.
INTRODUCTION
In recent years, mental health has attracted increased public health attention. This is as a result of the enormous negative impact stigma and discrimination usually has on the patients and their families. This impact could be felt at home, the workplace and the community. 1 The modern understanding of disease stigma owes much to Goffman, who suggested that people who possess a characteristic defined as socially undesirable mental disorder in this case acquire a 'spoiled identity' which then leads to social devaluation and discrimination. 2 Stigma is classified into felt or perceived stigma and enacted stigma. Felt stigma refers "to real or imagined fear of societal attitudes and potential discrimination arising from a particular undesirable attribute, disease (such as mental disorders), or association with a particular group". 3 Enacted stigma, on the other hand, refers "to the real experience of discrimination". 3 This takes the form of discrimination in job placement or loss of job as a result of disclosure of mental health status, health benefits, or social ostracism.
World Health Organization defines mental health as "a state of well-being in which the individual realizes his or her own abilities, can cope with the normal stresses of life, can work productively and fruitfully, and is able to contribute to his or her community". 4 From the definition, mental disorder therefore is viewed as any condition that makes it difficult for an individual to cope with normal stresses of life, or state of mental and social disequilibrium. Stigma and discrimination for the mentally ill individual is becoming problematic globally.
Stigma leaves mental patients in state of grief. It also prevents them from seeking for help and induces a feeling of helplessness and hopelessness. It impedes investment in necessary mental health services and research as governments and funding agencies ignore this most important area of population health.
Stigma contributes to what a WHO fact sheet identified as the hidden burden of mental illness 6 , and it constitutes a hidden burden for other stigmatized conditions as well. It has also been shown that stigma and labeling may affect the course of recovery. 7 It is estimated that 25% of the general population suffers from various forms of mental disorder.
Mental disorder accounts for at least 160 million lost years of healthy life, of which about 30% could be averted with existing intervention. 8 Stigma and discrimination make it difficult for treated mental disorder patients to reintegrate into the community. People, who lived with psychiatric stigma and its consequences, often experience suffering that is devastating, and lifelimiting. 9 Stigma and discrimination prevent people with mental illness from obtaining the basic family and community care that others enjoy. 10 They impede social integration, interfere with performance of social roles, diminish quality of life, and prevent timely access to treatment, effectively creating a vicious cycle of social disadvantage and disability. 11 Furthermore, some families abandon mental patients at the psychiatric hospital resulting in congestion at the hospital. 12 Moreover, other reports indicate that stigma and discrimination were the key reasons for this behaviour. 12 Contemporary studies on stigma and discrimination are mainly focus on communicable diseases such as HIV/AIDs, TB and buruli ulcer. 5 This study aims to provide more documentary evidence on the types of mental health stigma and discrimination, and also some understanding of the nature of challenges, coping and support strategies used by patients and their caregivers. Some lessons can be drawn from these to inform programme and policy formulation at the community levels.
METHODS

Study area
Ho Municipality is one of the 18 administrative districts in the Volta region. Ho town doubles as the Municipal and the Regional Capital of the Volta Region. The Municipality has four (4) sub municipalities namely: Abutia,Tsito, Kpedze-Vane, Ho-Shia and it comprises 474 communities with an estimated population of 225,026. 13 The Ho Municipality has 2 health facilities that render mental health services. The Ho Municipal Hospital offers outpatient mental health service whilst Volta Regional Hospital provides both outpatients and inpatient mental health services. There is only 1 psychiatrist and 4 mental health nurses in the Municipality.
14
Patients
The study was a cross-sectional exploratory one. Using a simple random sampling approach (i.e., (z² α/2 x pq)/d 2 : where z is the confidence level (95%), with an assumed 50% of the population at risk of mental illness and a 5% degree of error. A total sample of 385 was obtained. The study was able to recruit 277 (i.e., 72% response rate). At the time of the study a total of 848 mental patients were registered with mental health clinics in the Ho Municipality: 640 in the Volta Regional Hospital and 208 in Ho Municipal Hospital. Based on these patient registrations, the sample selection was proportionally allocated. Thus 204 patients were recruited from Volta Regional Hospital and 73 patients from the Ho Municipal Hospital. Patients were diagnosed using International Classification of Diseases (ICD-10 Version: 2010), Chapter 5, Mental and behavioural disorders (F00 -F99) by mental health nurses and the psychiatrist in the hospitals. The some of the disorders were schizophrenia, schizotypal and delusional disorders, depression and mood (affective) disorders, mental disorders due to alcohol use, mental disorders due to cannabis use, mental disorders due to psychoactive substance use, etc.
Selection of patients and caregivers:
Using the patient registers, the patient numbers were written on pieces of papers and random sampling approach of lottery was used to select the patients for each hospital. On the interview day, the main caregiver of the selected patient was identified and automatically recruited as part of the study. All the interviews were carried out at the premises of the hospitals.
Data
Three main data collection tools were used namely structured questionnaire, focus group discussion and in-depth interview guides. The tools were all designed in English and translated into local languages (i.e., Ewe and Akan) and back translated into English. The questionnaire and guides were pre-tested on 10 patients in the Ketu South District Hospital's Mental Health Unit. Two trained research assistants administered the questionnaire in a face-to-face interview.
The structured questionnaire had the following main sections: demographic data, history of disease condition, forms of stigma and discrimination (i.e., at individual, work, employment and education, family, health system levels), and lastly, challenges, coping and support strategies each of which covered economic, psychological and social issues.
A five-point Likert scale ranging from "strongly agree" to "strongly disagree" was used to rate the responses. Prior to the interview, informed consent was either obtained from subjects or their caregivers.
Two trained researcher assistants carried out the interviews. The focus group discussions (FGDs) and indepth interviews (IDIs) were tape recorded with permission and transcribed after the interviews. Guides were used to facilitate the FGDs with the caregivers and the community members and the IDIs. Four FGDs were held with caregivers, health care providers, household family members of patients and community members. In-depth interviews were held with four community mental health practitioners and a psychiatrist.
Analyses
The quantitative data was cleaned and entered into SPSS Version 16 and analysed descriptively. This was then summarized into frequencies, tables and graphs using Microsoft Excel ® . Means were calculated and used to draw the radar chart for the Likert scale responses to the four main stigma and discrimination levels: individual, work, employment and education, family and health system levels. The FGD and IDI were coded using thematic coding and transcribed. This was then presented in the form of narrative and quoting verbatim to complement the quantitative data.
Study Limitations
The main limitations were: (a) timing or the period of the study as some of the patients and caregivers who might be experiencing stigma and discrimination might not have reported at the mental health clinic during the study period, (b) FGDs in the two communities for patients' caregivers may have influenced their responses.
Ethical Consideration
Ethical approval for the study was obtained from the Ghana Health Service Ethical Review Committee. Permissions were also sought from the Regional Directorate of Health Services, Managements of Volta Regional and Ho Municipal Hospitals prior to data collection. Patient and their caregivers were also assured of the privacy, confidentiality, data safety and appropriate data usage by using anonyms, codes and pseudonyms during data analyses and collation. There were no known risks of using the data, and benefits of using the collected data were immense to provide evidence based information on mental health-related stigma and discriminations. Furthermore, there was no conflict of interest. Table 1 shows the background characteristics of the patient. Slightly over half of the patients (about 55%) were 35years and above. About 62% of the patients were females and 50% were not married and also about 15% were divorced. Thirty-three percent (91) had primary education and 11% tertiary education. Twentythree percent (63) were farmers and about 6% were unemployed. Further analysis shows that about 93% of the patients practiced the Christian faith. Causes, duration and preferred treatment of mental disorders Table 2 shows the reported causes, and preferred treatment of mental disorders. The main reported cause of mental disorder was biological (45%) and about 32% also reported that it was due to spiritual causes and curses. The duration of mental disorders among the patients ranges from less than 1 year to 15 years and over. About 60% of cases were less than 9 years, of which 36% were 1-4 years modal duration. Finally, the preferred treatment of mental disorder was biomedical (79%) and faith-based (18% Table 3 shows the forms of stigma and discrimination associated with mental disorders at the patient level. The forms of stigma identified by respondents were economic, psychological and social. Seventy-two percent of the reported stigmas were social, ranging from family blame, ridicule and mockery (30%) to development of "not-to-be-seen" syndrome. The economic stigma was mainly no access to food (14%) and the psychological stigma was loss in self-esteem (13%).
RESULTS
Background characteristics of patients
Forms of stigma and discrimination
The forms of discrimination associated with mental disorders were mainly economic (46%) and social (54%). The economic discrimination ranges from employment related issues like job loss (2%) to household support issues like denial of food (10%).
The social discrimination ones were marital refusals (10%) to "under-the-table" charges for medical treatment. No access to food 235 (14) Psychological:
Loss of self-esteem 227 (13)
Social:
Develop "Not-to-be seen" syndrome 225 (13) Verbal abuse 224 ( Figure 1 show that was no significant difference stigma and discrimination of patients at all levels, namely, individual, family, work, employment, education and health. The mean score ratings shows the individual level had the highest mean of 1.8, followed by work, employment and education (1.7), family (1.6) and health (1.3).
Levels of stigma and discrimination
According to a 44 year old male, patient: 
Figure 1 Mean scores for the levels of stigma and discrimination
Coping strategies of the mental patients
The most predominant strategy used by mental health patients was social (88%). This comprises of supportive spouses and family (23%), prayers (21%), aggression and reaction (14%), avoidance of marriage (13%) and others (16%). Economic strategies (i.e., fore go meals and animal rearing) form only 7% and psychological strategies (i.e., smoking marijuana and over sleeping) were 5%.
DISCUSSION
The study indicates that about half of the patients were over 35 years old and majority was women. Most of them were not married and about third have primary education. Further responses also indicated that mental health patients and their caregivers noted that the causes of mental disorders were predominantly biological with over a third been afflicted by mental disorder between 1 to 4 years. They also preferred biomedical treatment.
The forms of stigma and discrimination were broadly economic, social and psychological. There was no significant difference in the levels of their stigma and discrimination from health, individual, family, work, employment to education. Households have also developed various social strategies to cope with their predicament.
Irrespective of sex, mental patients and their care givers experienced various forms and level of stigma and discrimination. As noted by Goffman, stigma exists when a person is identified by a label that sets the person apart and links the person to undesirable stereotypes that result in unfair treatment and discrimination. 2 Additionally, others have observed that the social stigma attached to mental ill health and the discrimination mental health patients experience make their difficulties worse. 15 This social form of stigma and discrimination has also been found with other diseases such as HIV/AIDS. 16 More females acknowledged being stigmatized and discriminated at work, employment and education levels than males. Stigma often rears its head in the workplace. This study collaborated with Canadian Mental Health Association assertion that there are incidents of mentally ill individuals losing their jobs for having spent time in hospital. 17 In other cases, employees experience a loss of credibility and a concomitant loss of responsibility. Other studies have also shown that both sexes suffered stigma and discrimination at the family level 18, 19 and at the health level. 15 WHO also indicates that individuals may be fearful of being discriminated against if they are labelled as having a mental health problem.
Given this all embarrassing stigma and discrimination, mental health patients and their caregivers usually look for means to cope with all stigma and discrimination suffered. The main coping strategy identified in this study was social (88%). This includes developing 'notto-be-seen' syndrome, prayers, avoidance of marriage and some aggression and reaction. Similar coping behaviours have been reported in other study. 20 The study recognized several limitations. First the timing or the period of the study as some of the patients and caregivers who might be experiencing stigma and discrimination might not have reported at the mental health clinic during the study period. Secondly, focus group discussions in the two communities for patients' caregivers may have influenced their responses.
Finally, this paper presents the range of the various forms and levels of stigma and discrimination in a municipality with attendant coping and support strategies. Further research is required with a large sample to explore the whole gamut of the stigma and discrimination in both rural and urban communities to inform mental health policy in the country.
CONCLUSION
Mental health patients and their families suffer from stigma and discrimination from the individual, family, work, employment, education to the health level. This ultimately leads them to shy away from treatment and rehabilitation, and adapt wrong and unsustainable coping strategies. Thus, community level policy on mental health care needs to be developed and implemented. Furthermore mental health education needs to be intensified at the community level.
